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Background: The working relationship between client and therapist can be important to enhance outcomes from
vocational rehabilitation for women with stress-related disorders in primary health care. The aim was to investigate the
working relationship, as perceived by clients and therapists in the Redesigning Daily Occupations (ReDO™) program, and
its relationships to return to work and satisfaction with the rehabilitation. Another aim was to compare the ReDO™ group
and a “care-as-usual” (CAU) group regarding perceptions of the working relationship with the social insurance officer.
Method: Forty-two ReDO™ clients and 42 matched controls receiving CAU participated. The study included four
measurements (baseline, after 16 weeks rehabilitation and follow-ups after 6 and 12 months). 37 + 37 clients completed.
Return to work data was obtained from the Social Insurance Offices (SIO), and the working relationship and client
satisfaction were assessed by self-report questionnaires.
Results: The clients rated the working relationship higher than the therapists (mean rating 101.1 vs. 93.9;
p < 0.001). The therapists’ rating showed a statistically significant association with return to work at the 12-month
follow-up, and the clients’ perceptions were statistically significantly related to how they rated satisfaction with
the rehabilitation received. The ReDO™ and the CAU groups did not differ regarding how they rated the
relationship with the SIO officer (mean ratings 83.9 vs. 77; p = 0.189). The working relationship with the SIO officer
was not related to return to work, but an association (rs = 0.70, p < 0.001) to client satisfaction at 16 weeks
appeared in the CAU group alone.
Conclusion: The working relationship as perceived by clients and therapists seemed to be partly separate
phenomena, the client perceptions being linked with satisfaction with the rehabilitation and the therapist
perceptions with the clients’ return to work. The relationship to the SIO officers was of no importance to return
to work but was of some significance for satisfaction with the rehabilitation among the CAU clients. Therapists
should strive to improve the relationship with clients to whom they feel the relationship is fragile since that
might enhance the chances for those clients to return to work.
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Sick leave due to illness is a major problem in Sweden,
and a great percentage of sick-listed individuals are on sick
leave for more than 60 days. Women constitute about two
thirds of those on long-term sick leave (>60 days) [1]. The
most common reason for sick leave is mental disorders,
which includes depression and stress-related disorders [2].
Different rehabilitation interventions are afforded, aiming
at supporting the individual to return to work. In Sweden
the local social insurance agencies are responsible for co-
ordinating vocational rehabilitation. For those individuals
who are in work the employer has the main responsibility
for the vocational rehabilitation [3].
Research has shown that rehabilitation and return to
work after a period of sick leave is a complex process
and is influenced by different factors such as: appropri-
ateness of interventions [4-7], beliefs in ability to work
and that return to work will be feasible [8,9], and access
to support and understanding from the authorities and
professionals [10-12]. For giving appropriate support the
professional has to gain the client’s confidence and es-
tablish a trustful relationship.
The importance of a trustful relationship between
client and therapist for successful outcomes of interven-
tions is confirmed in studies from a variety of health
care areas; in vocational rehabilitation [13,14], mental
health care [15] and psychotherapy [16], but also in pri-
mary health care [4,17,18]. The relationship is some-
times named differently, although the meaning is about
the same: “therapeutic alliance” [17,19], “helping alli-
ance” [15], “working alliance” [13,16], “working relation-
ship” [20], and “therapeutic relationship” [21]. In this
study the term “working relationship” will be used.
Researchers state that the working relationship has to
be based on trust, perceptions of being understood and
listened to and having confidence in the therapist
[22,23]. Taylor [24] highlights three major themes of
importance for the client-therapist relationship in oc-
cupational therapy: collaborative and client-centered
approaches, emphasis on caring and empathy, and use
of narrative and clinical reasoning. Lustig and co-
workers [13] highlight the importance of agreement
between the client and the rehabilitation counsellor re-
garding shared goals for the rehabilitation. On the other
hand, a good working relationship facilitates reaching the
rehabilitation goals [16].
A fairly recent approach in health promotion and re-
habilitation is constituted by activity-based lifestyle inter-
ventions, which address a person’s whole pattern of
everyday activities, identify aspects that lead to a detri-
mental pattern, and strengthen the person’s strategies and
resources to accomplish change towards a more a satisfy-
ing pattern of everyday activities [25,26]. That approach,
which uses the group format to reinforce reflection andenhance opportunities for model learning, has also been
used in a program aiming at return to work [27]. Voca-
tional rehabilitation is an umbrella term for a variety of
methods and it cannot be generalized from the few studies
that exist [13,14] that a good working relationship is a
pathway towards good vocational outcomes in all pro-
grams. More research on the relationship between the
working relationship and work outcomes is thus needed
to further encircle the importance of the working relation-
ship, and no study seems to have addressed a lifestyle-
oriented program for return to work. If the working
relationship were found important for vocational out-
comes it would be regarded as another intervention ingre-
dient, besides the intervention program per se, that could
and should be utilized to promote best possible outcomes.
Researchers have proposed that the working relation-
ship works in mainly two ways; as an active ingredient
in itself that contributes directly to an outcome, or as a
factor that interacts with and possibly reinforces the ef-
fects of the therapy [28]. It is also likely that the working
relationship co-varies with factors such as client satisfac-
tion. For theoretical reasons, to help encircle the con-
struct of working relationship vis-à-vis client satisfaction
in the vocational rehabilitation context, it would also be
interesting to address the relationship between the work-
ing relationship as perceived by both clients and staff, and
the clients’ satisfaction with the rehabilitation received.
The main aim of this study was to investigate the
working relationship, as perceived by clients and occu-
pational therapists in a lifestyle-oriented vocational re-
habilitation program, and its relationships to return to
work and satisfaction with the rehabilitation. Since the
social insurance officer coordinates all rehabilitation
measures for people who are off sick, he/she is another
person with whom the clients form a working relation-
ship of potential importance for return to work. A sec-
ond aim was therefore to compare the group receiving
the lifestyle-oriented program and a group receiving
care as usual (CAU) with respect to how they rated the
working relationship they perceived with the social
insurance officer. The following research questions guided
the study:
– How did clients and occupational therapists in the
lifestyle-oriented program rate the working
relationship and were there any differences between
these ratings?
– How was the working relationship, as perceived by
clients and the occupational therapist in the
lifestyle-oriented program, related to return to work
rate in a short-term and long-term perspective?
– What was the association between the working
relationship and the clients’ satisfaction with the
rehabilitation?
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lifestyle-oriented program and the CAU clients rated
the relationship with the social insurance officer?
Methods
This study was part of a project evaluating the effective-
ness regarding return to work of a lifestyle-oriented pro-
gram according to a matched-control design [29]. It was
approved by the Regional Ethical Vetting Board at Lund
University (Nos. 922/2004 and 149/2007). Participation
was based on informed consent and all participants gave
their written approval.
The lifestyle-oriented program
The program in focus was the Redesigning Daily Occupa-
tions™ (ReDO™) [27]. Inspired by the Lifestyle Redesign®
project [26], it was based on knowledge of women’s every-
day occupations [30-32]. The term occupation, as in
everyday occupations, is in the present study used to de-
note all the everyday chores of a person including paid
work, household work, hobbies, socializing, etc. The pro-
gram, described in detail in Erlandsson [27], is a three-part
group-based program covering 16 weeks. During the first
part (weeks 1 – 6) the focus is on analyzing hindrances for
a balanced and health-promoting occupational lifestyle,
such as too restricted time for leisure and inequitable dis-
tribution between family members with regard to house-
hold work. The second part (weeks 6 – 10) concentrates
on obstacles for return to work such as unclear expecta-
tions and a burdensome work load. The group meets
twice a week for 2½ hours per session during these first
ten weeks. The group meetings concentrate on problems
with everyday occupations and on developing strategies
for how to solve them. In between sessions the partici-
pants practice the strategies and try to organize their
everyday life to a point where they arrive at a satisfying
pattern of everyday occupations. The outcomes of those
efforts are then discussed and evaluated during the follow-
ing session. New problems may be identified and, if neces-
sary, strategies and solutions are renegotiated. The third
part (weeks 11 – 16) forms a work practice period. If pos-
sible the women spend this period at the regular work-
place and otherwise at a new workplace of relevance for
the goal of returning to work. The group meets twice
during this third and last part of the program to pro-
vide support and feedback. The intervention aims at
raising clients’ awareness of their everyday occupations
in terms of what they do, how they do it and how they
perceive it [27].
The group leaders were two occupational therapists
who had received specific training in the ReDO™
method. The program was carried out in primary health
care in the south of Sweden during 2007–2010. Being a
woman, having an employment and currently being onsick leave due to stress-related disorders were the eligi-
bility criteria. The primary outcome of the ReDO™ was
return to work, and the intervention was shown to be suc-
cessful in that respect compared to CAU [29]. It was also
effective with regard to decreased degree of sick leave, im-
proved self-esteem [29], and increased quality of life [33]
compared to CAU, further characterized below.
The CAU interventions
CAU included different rehabilitation interventions, the
main alternative being support from the social insur-
ance officer and the employer in accordance with
Swedish routines. The interventions that formed CAU
varied from regular follow-up meetings with the social
insurance officer to structured vocational rehabilitation.
Other examples were mindfulness training and physio-
therapy. About half of the CAU clients received some
kind of additional rehabilitation besides the meetings
with the social insurance officer.
Power calculation
The ReDO™ study was the first if its kind – using a
lifestyle-based intervention to enhance return to work –
and there was no relevant previous study on which we
could base the power calculation. This made us reason
in terms of effect sizes in general, as described by Altman
[34], and the ambition was to detect an effect size of 0.6
between the groups, which corresponds to a moderately
strong effect [35]. An effect of that size was deemed large
enough to be clinically interesting and significant [36].
Effect size was in the present study defined as the mean of
the ReDO™ group minus the mean of the CAU group, di-
vided by the pooled standard deviation. According to a
power analysis based on effect sizes, 40 women in each
group were required to detect that effect size with 80%
power at p < 0.05 [34].
Participants
Women on long-term sick leave due to stress related ill-
health were selected by staff at the Social Insurance Office,
who assessed whether the ReDO™ would be an appropri-
ate intervention for them. The criterion of stress-related
ill-health was determined on the basis of the general prac-
titioner’s certificate, which was mandatory for receiving
sickness benefit from the Social Insurance Office. The
doctor’s certificate included one or several ICD-10 diagno-
ses. Diagnosis was not the only factor that was weighed
into the assessment that lay behind the certificate, how-
ever, the woman’s anamnesis and total life situation were
also important. As a result the main diagnoses were in
most cases depression (F32) or stress/exhaustion (F43),
but in a few cases the main diagnosis was a physical dis-
order in terms of cervical disc disorder (M50).
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known to potential clients, but all women who were of-
fered the intervention accepted the invitation. They also
agreed to take part in the study. A total of 42 women
entered the program and were distributed into ten
groups. All of them agreed to participate in the research
project, and 37 clients completed the data collection for
this study. The CAU group was selected from the Social
Insurance Office register by a matching procedure.
Women receiving CAU and who matched the ReDO™
women on age (+/− 5 years), education level, being
married or not, number of children and time on sick
leave were selected. Of the 42 women who were
chosen and agreed to participate (75% of those who
were approached), 37 completed the data collection
on which this study was based. When a CAU woman
declined, another who also matched the ReDO™
woman was selected. She thus had equivalent age,
family situation, profession, etc., in comparison with
the woman who declined. Data that would enable a
comparison between those who declined and the final
CAU sample was not available. Socio-demographic
characteristics of those 37 + 37 clients who completed
the data collection are presented in Table 1. The two
groups were comparable on all variables presented in
the tables. No statistically significant difference was
found. Nor were there any statistically significant dif-
ferences between the 74 participants and those 10
who did not complete all instruments for the data
collection.
Data collection
The Social Insurance Offices’ registers were consulted to
obtain information regarding the clients’ diagnoses and
return to work. The percentage of the woman’s ordinary
working hours was used as an estimate of degree of re-
turn to work. For example, a woman who at a given
point worked 30 hours per week, but was normallyTable 1 Characteristics of the participants
The ReDO™
group N = 37
The CAU
group N= 37
Age, mean (SD) 45 (9.9) 46.7 (8.7)
Married, n (%) 27 (73) 24 (65)
Number of children 2.4 2
College/University education; n (%) 14 (38) 17 (46)
Diagnosis; n (%)
Depression; F32 21 (57) 17 (46)
Stress/Exhaustion; F43 15 (41) 17 (46)
Physical main diagnosis; M50 1 (3) 3 (8)
Months on sick leave, mean (SD) 9.1 (9) 10.6 (10.7)working 40 hours per week, was seen as having returned
to work at 75%.
A background questionnaire was developed for the pro-
ject and addressed socio-demographic data. The below in-
struments were used to gather further data.
Working relationship
The instrument used to assess the working relationship
was the Working relationship Questionnaire II (HAqII)
[37]. It is based on self-report and is composed of 19
items such as “I feel the therapists want me to achieve
my goals” and “A good relationship has formed with my
therapists”. The HAqII was developed to assess the rela-
tionship with one single therapist, but it has also been
successfully used to address the working relationship
perceived in relation to a staff group as a whole [15,38].
This is how the HAqII was used in the present study.
The response format is a Likert-type scale with six alter-
natives ranging from 1 (I strongly believe it is not true)
to 6 (I strongly believe it is true). Reversed scores are ap-
plied for five negatively worded items. A higher score
thus indicates a better working relationship and the
maximum obtainable score is 114. The HAqII has
shown excellent internal consistency and test-retest reli-
ability and good convergent validity [37]. The therapists
filled out a staff version with analogue wording. Both the
client version (alpha = 0.91) and the staff version (alpha =
0.95) showed excellent internal consistency and all cor-
rected item-total correlations were larger than 0.20, as
proposed in the literature on psychometrics [39].
Client satisfaction
The Client Satisfaction Scale, shown to have good psycho-
metric properties [40,41], was used as a self-report of sat-
isfaction with the rehabilitation received. It has eight items
consisting of statements that are rated on a four-point
scale from very dissatisfied (=1) to very satisfied (4), giving
a highest possible score of 32. The Cronbach’s alpha coef-
ficient for the current sample was excellent at 0.94.
Procedures
Research assistants collected the data at individual ap-
pointments with each woman. The appointments were
in the premises where the ReDO™ women received the
intervention. For the CAU women the appointments
were either in the woman’s home or in a neutral place,
such as a café, at the woman’s discretion. For both
groups, the appointments took place in a comfortable
environment. The working relationship was rated after
the first 10 weeks of the 16-week rehabilitation, in order
for a working relationship to have stabilized. The client
rated the working relationship as perceived with the oc-
cupational therapists as a team and each occupational
therapist rated the individual relationship they felt they
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therapist ratings for each client, but in analogy with the
fact that each client gave one joint rating of the working
relationship with the two therapists the therapist ratings
of the working relationship were combined to a mean rat-
ing for each client. Client satisfaction was assessed after
both 10 and 16 weeks. Return to work data were compiled
at completion of the 16-week rehabilitation and at follow-
ups 6 and 12 months after completion. The data for the
CAU were collected on corresponding occasions. For nat-
ural reasons the only working relationship the CAU rated
was that with the social insurance officer.
Data analysis
The instruments used to assess the working relationship
and client satisfaction formed ordinal scales and non-
parametric statistics were thus used. Group comparisons
were made by means of Mann–Whitney tests (for inde-
pendent samples) or Wilcoxon’s test (for related sam-
ples). Spearman’s rank correlation test was used to
analyze relationships between variables.
Results
The ReDO™ clients’ mean rating (SD) of the working rela-
tionship they perceived with the occupational therapists
was 104.1 (8.1). The corresponding mean rating from the
occupational therapists was 93.9 (8.2). The higher rating
from the clients was statistically significant as compared
with occupational therapist rating (Z = −4.24, p < 0.001).
The relationships between ratings of the working rela-
tionship and degree of return to work among the ReDO™
clients are shown in Table 2. The client rating was not
associated with return to work at any measurement. The
therapists’ rating showed a statistically significant associ-
ation with return to work at the 12-month follow-up,
but not with the return to work situation at completion
of the intervention or at the 6-month follow-up.
Also shown in Table 2 are the associations between
the working relationship and client satisfaction for the




Degree of return to work (% of previous working hours)
at completion of the intervention (Mean = 20, SD = 32)
ns.
Return to work (% of previous working hours) at 6 months
(Mean = 51, SD = 41)
ns.
Return to work (% of previous working hours) at 12 months
(Mean = 69, SD = 39)
ns.
Client satisfaction at 10 weeks (Mean = 26, SD = 5) rs = 0.36, p
Client satisfaction at 16 weeks (Mean = 27, SD = 5) rs = 0.38, prelationship were statistically significantly related to how
they rated their satisfaction with the rehabilitation re-
ceived, after both 10 weeks and 16 weeks of rehabilita-
tion. No statistically significant associations between the
therapists’ rating of the working relationship and client
satisfaction were found.
Regarding the working relationship to the responsible
social insurance officer, the mean (SD) rating from the
ReDO™ clients’ was 83.9 (18.8) and that from the CAU
clients was 77 (22.7). No group difference was indicated
(Z = −1.314, p = 0.189). When the groups were combined
there was no relationship between the clients’ rating of
the working relationship with the social insurance officer
and return to work or satisfaction with the rehabilitation
received at any time, p-values ranging between 0.199
and 0.904. When the correlational analyses were made
separately for the two groups, however, a statistically
significant relationship (rs = 0.70, p < 0.001) was found
between the working relationship rating and client satis-
faction at 16 weeks in the CAU group. All other rela-
tionships remained non-significant.
Discussion
The ReDO™ clients’ gave high ratings of the working re-
lationship. A reason for that might be that the occupa-
tional therapists used a collaborative and client-centered
approach. They supported the clients in working with
their own occupational situation towards clear goals, as
indicated in an interview study that included a purpose-
ful sample of ReDO™ participants [42]. The importance
of a collaborative and client-centered approach for en-
hancing the working relationship in rehabilitation has
been highlighted by several researchers [4,24,43,44].
That the working relationship, as assessed during the
program, was associated with work outcomes and client
satisfaction to some extent must be seen as the core
findings of this study. Starting with the associations be-
tween the working relationship as rated after 10 weeks
rehabilitation and client satisfaction, it was obvious that
these were partly overlapping phenomena on the clients’ree of return to work and client satisfaction in the
g of the working
(Mean= 104, SD = 8)
Occupational therapist rating of the working
relationship (Mean = 94, SD = 8)
ns.
ns.
rs = 0.53, p < 0.001
= 0.034 ns.
= 0.025 ns.
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ported by a literature review [19] pointing to associa-
tions between the working relationship and perceived
quality of care and client satisfaction. It may be that the
involved factors mutually reinforce each other, thus that
the clients’ perceptions of a good relationship increase
their satisfaction with the rehabilitation and vice versa.
When addressing the non-significant relationship between
the clients’ rating of the working relationship and return
to work it is important to bear in mind that although the
ReDO™ intervention is a rehabilitation program aimed at
return to work, the content of the program targets every-
day life as a whole. Altering some aspects of everyday life
in general was for many clients a prerequisite for return to
work [42]. Thus it might be that the clients’ ratings of the
working relationship were influenced by a broad range of
factors, more linked with the program as a whole (and
thus client satisfaction) than with return to work.
The working relationship as rated by the occupational
therapists was not at all related with client satisfaction. On
the other hand the therapists’ ratings were associated with
return to work 12 months after completed ReDO™ pro-
gram. The therapists’ perceptions of the working relation-
ship thus seemed to reflect their judgment of whether the
client was developing towards enhanced work ability,
which seems a reasonable conclusion in the vocational re-
habilitation context. The lack of a statistically significant
correlation with return to work in the short-term perspec-
tive, after completed rehabilitation and at the six-month
follow-up, must be seen against the fact that the clients
were then in transition from having been on sick leave
and that this process went faster for some clients and
slower for others. The ReDO™ clients’ rating of the work-
ing relationship they perceived with the occupational ther-
apists was not associated with return to work, which
indicates that the relationship as rated by clients and ther-
apists were at least partly different phenomena.
Furthermore the ReDO™ clients rated the working re-
lationship higher than the therapists did which is in line
with previous research within areas such as occupational
therapy [45], general psychiatric care [15,38] and psy-
chotherapy [20]. This further underscores that clients
and therapists may partly have rated varying phenomena
and referred to different aspects of the relationship. As
discussed above, the clients might have had the program
as a whole in mind when they rated the working rela-
tionship whereas the therapists might have focused on
how well the relationship worked with respect to return
to work. Another explanation to the fact that clients
often rate the relationship higher than the therapists
may lie in social desirability, as proposed in a review by
Tryon and co-workers [20]. They discussed that the wish
to stand out in a favorable way could be stronger among
clients than among therapists and that the workingrelationship might be perceived as more important by
the clients than by the therapists.
It was obvious that the working relationship the
ReDO™ and CAU clients had developed with the social
insurance officer, as perceived by the clients themselves,
was of no importance for the degree of return to work
in the short-term or long-term perspective. Nor was it
related with satisfaction with the rehabilitation for the
ReDO™ clients. A strong relationship [36] appeared how-
ever between the CAU clients’ rating of the working re-
lationship with the social insurance officer and their
satisfaction with the rehabilitation received. An inter-
pretation of these findings is that the relationship to the
social insurance officers was of subordinate significance
to the ReDO™ clients, for whom the relationship with
the occupational therapists providing the intervention
was probably of more importance. For the CAU clients,
however, the social insurance officers were sometimes
the only support at hand. Still, since the social insurance
officers are part of the support system for all persons on
sick leave and thus important to the clients who depend
on these services, one could expect this relationship to be
of significance also for the ReDO™ clients. That was not
indicated by the result but it should not be concluded
from this single study that the relationship between client
and the social insurance officer is unimportant for suc-
cessful vocational rehabilitation.
The fact that there were no associations between the
working relationship and return to work from the cli-
ents’ perspective deserves some further attention. Other
research has demonstrated such associations in the vo-
cational rehabilitation context [13]. When considering
the literature on associations between client perceptions
of the working relationship and outcomes in general, the
result picture is also not unanimous. For example, type
of therapy has shown to impact on that association.
Arnow et al. [46] found that a directive form of therapy
for depression entailed a closer link between the working
relationship and outcome than did a non-directive ther-
apy, although they had hypothesized the opposite. It is
possible that complex interventions such as vocational
rehabilitation, which is influenced by many factors on
the societal and personal levels [4,5,8], make it more dif-
ficult to discern an association between the client’s view
of the working relationship and return to work. Studying
the impact of the working relationship in the vocational
rehabilitation context is a fairly new line of research, and
future studies will reveal whether or not a consistent
pattern of associations can be identified.
Implications for how to enhance the working relationship
The findings indicate that the working relationship should
be considered in vocational rehabilitation and all profes-
sionals involved should strive to enhance that relationship.
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proposed some strategies for how to promote the working
relationship between the therapist and the client, which
may be transferred to the vocational rehabilitation context.
The professionals should show interest in the client and in
what is troubling him or her. This also means the profes-
sionals should show attention and give the client time to
tell his or her story, as also emphasized by Taylor [24].
Such strategies are particularly important in the initial
phase of vocational rehabilitation, for example the social
insurance officer’s or the therapist’s first meetings with the
client. The professionals should also convey that they
understand something about the client’s problem, includ-
ing that they have a sense of the severity of the client’s
problem and how difficult or painful it is to him or her
[24,47]. In order to develop a sense of trust, the client
must be able to feel that the social insurance officer or the
therapist is both competent and understanding. Research
has also found that clients prefer facts and clear explana-
tions, but do not want professionals to become too emo-
tional [48]. Cabaniss et al. [47] advised that therapists can
show some emotions to express their empathy, but they
should not refer to their own situation or problems [48].
These are measures to enhance the working relationship,
which according to some findings from the present study,
and also previous research [13], may increase the chances
for clients’ return to work.
Methodological considerations
It was not possible to obtain the social insurance officers’
ratings of the working relationship in the present study.
Investigating the working relationship from their perspec-
tive might have revealed information that could benefit
the rehabilitation process. The fact that this study lacks
their perspective limits the result picture and future re-
search should include that perspective as well. Another
methodological issue concerns the time point for the
measurement of the working relationship. With the argu-
ment that a working relationship will take time to develop,
the measurement for the present study was made after
about two thirds of the rehabilitation period. Others have
argued that the early relationship is of vital interest
[46,49], and also that repeated measurements of the work-
ing relationship are preferred [50]. It is possible that other
measurement points would have yielded other findings,
such as an association between the working alliance and
return to work also from the clients’ perspective. Add-
itionally, the number of participants was quite small, and
the drop-outs entailed that the study was somewhat
under-powered in relation to the power analysis. True
associations may therefore have gone undetected because
of type-II errors. It should also be acknowledged that all
findings, particularly those that pertain to the working re-
lationship to the social insurance officer, may not begeneralizable to societies with social insurance systems
that are basically different from that of Sweden.
Conclusions
The findings indicated that the working relationship as
perceived by clients and occupational therapists were
partly separate phenomena. The clients’ perceptions
were closely related with their satisfaction with the re-
habilitation received, whereas the therapists’ perceptions
were associated with the degree to which the clients
returned to work. The working relationship to the social
insurance officers was of subordinate importance to both
satisfaction and return to work for the ReDO™ clients,
but it was of significance for the CAU clients, for some
of whom the social insurance officer was the only re-
habilitation contact during sick leave.
The working relationship should thus be considered in
vocational rehabilitation and all professionals involved
should strive to enhance that relationship. In particular,
those who deliver the services procured by the Social
Insurance Offices must be attentive in this respect. This
study also suggests that the professionals can take mea-
sures to improve the relationship with clients to whom
they feel the relationship is fragile and thus enhance the
chances for those clients to return to work.
Abbreviations
CAU: Care as usual; GAF: Global Assessment of Functioning; HAqII: Working
relationship questionnaire II; ReDO™: Redesigning Daily Occupations™;
SIO: Social Insurance Office.
Competing interests
The study was financed by the Swedish Research Council on Health,
Working Life and Welfare.
Authors’ contributions
ME conceived of the study and is the principal investigator. She made the
analyses and drafted the main part of the paper. LKE was active in designing
and coordinating the project, performed parts of the data collection and
critically reviewed the manuscript. BW performed parts of the data collection
and contributed in drafting the paper. All authors read and approved the
final manuscript.
Authors’ information
ME is professor of occupational therapy and is the principal investigator of
projects that investigate the outcomes of activity-based lifestyle interventions. LKE
is associate professor of occupational therapy, has had the lead in developing the
ReDO™ intervention and is currently evaluating the method in new samples and
contexts. BW is assistant professor of occupational therapy and has lengthy
experience from working with vocational rehabilitation in primary health care.
Author details
1Department of Health Sciences, Lund University, PO Box 157, SE-22100
Lund, Sweden. 2Skane University Hospital Malmö-Lund, 221 85 Lund,
Sweden.
Received: 2 December 2014 Accepted: 16 March 2015
References
1. Social Insurance in figures 2014 [http://www.forsakringskassan.se/wps/wcm/
connect/3107947a-6e12-4dcc-b1a6-e952a289ea95/sfis+2014-e.pdf?
MOD=AJPERES]
Eklund et al. BMC Family Practice  (2015) 16:46 Page 8 of 82. Socialförsäkringsbalk [Social Insurance Law] In Swedish [http://rkrattsdb.gov.
se/SFSdoc/10/100110.PDF]
3. Sjukfrånvarons utveckling. Socialförsäkringsrapport 2014:12 [The




4. Hillborg H, Svensson T, Danermark B. Towards a working life? Experiences in
a rehabilitation process for people with psychiatric disabilities. Scand J
Occup Ther. 2010;17(2):149–61.
5. Landstad B, Hedlund M, Wendelborg C, Brataas H. Long-term sick workers
experience of professional support for re-integration back to work. Work.
2009;32(1):39–48.
6. Muenchberger H, Kendall E, Grimbeek P, Gee T. Clinical utility of predictors
of return-to-work outcome following work-related musculoskeletal injury. J
Occup Rehabil. 2008;18(2):190–206.
7. Ahrberg Y, Landstad BJ, Bergroth A, Ekholm J. Desire, longing and vanity:
emotions behind successful return to work for women on long-term sick
leave. Work. 2010;37(2):167–77.
8. Hansen A, Edlund C, Henningsson M. Factors relevant to a return to work: a
multivariate approach. Work. 2006;26(2):179–90.
9. Nielsen MB, Madsen IE, Bultmann U, Christensen U, Diderichsen F, Rugulies R.
Predictors of return to work in employees sick-listed with mental health
problems: findings from a longitudinal study. Eur J Pub Health. 2011;21(6):806–11.
10. Holmgren K, Dahlin Ivanoff S. Women on sickness absence–views of
possibilities and obstacles for returning to work. A focus group study.
Disabil Rehabil. 2004;26(4):213–22.
11. Klanghed U, Svensson T, Alexanderson K. Positive encounters with
rehabilitation professionals reported by persons with experience of sickness
absence. Work. 2004;22(3):247–54.
12. Soderberg S, Jumisko E, Gard G. Clients’ experiences of a work rehabilitation
process. Disabil Rehabil. 2004;26(7):419–24.
13. Lustig DC, Strauser DR, Rice ND, Rucker TF. The relationship between
working alliance and rehabilitation outcomes. Rehabilitation Counseling
Bulletin. 2002;46(1):25–33.
14. Shaw LR, McMahon BT, Chan F, Hannold E. Enhancement of the working
alliance: a training program to align counselor and consumer expectations.
J Vocational Rehabilitation. 2004;20(2):107–25.
15. Johansson H, Eklund M. Helping alliance and early dropout from psychiatric
out-patient care the influence of patient factors. Soc Psychiatry Psychiatr
Epidemiol. 2006;41(2):140–7.
16. McMahon BT, Shaw LR, Chan F, Danczyk-Hawley C. “Common factors” in
rehabilitation counseling: expectancies and the working alliance. J Vocational
Rehabilitation. 2004;20(2):101–5.
17. Corso KA, Bryan CJ, Corso ML, Kanzler KE, Houghton DC, Ray-Sannerud B,
et al. Therapeutic alliance and treatment outcome in the primary care
behavioral health model. Families Systems Health J Collaborative Family
Healthcare. 2012;30(2):87–100.
18. Falkenstrom F, Granstrom F, Holmqvist R. Therapeutic alliance predicts
symptomatic improvement session by session. J Couns Psychol.
2013;60(3):317–28.
19. Kayes NM, McPherson KM. Human technologies in rehabilitation: ‘Who’ and
‘How’ we are with our clients. Disabil Rehabil. 2012;34(22):1907–11.
20. Tryon GS, Blackwell SC, Hammel EF. The magnitude of client and therapist
working alliance ratings. Psychotherapy. 2008;45(4):546–51.
21. Crepeau EB, Garren KR. I looked to her as a guide: the therapeutic
relationship in hand therapy. Disabil Rehabil. 2011;33(10):872–81.
22. Björkman T, Hansson L, Svensson B, Berglund I. What is important in
psychiatric outpatient care? Quality of care from the patient’s perspective.
Int J Quality Health Care. 1996;7:335–62.
23. Johansson H, Eklund M. Patients’ opinion on what constitutes good
psychiatric care. Scand J Caring Sci. 2003;17(4):339–46.
24. Taylor RR. The intentional relationship: occupational therapy and use of self.
Philadelphia: F.A. Davis Co.; 2008.
25. Edgelow M, Krupa T. Randomized controlled pilot study of an occupational
time-use intervention for people with serious mental illness. Am J Occup
Ther. 2011;65(3):267–76.
26. Clark F, Jackson J, Carlson M, Chou CP, Cherry BJ, Jordan-Marsh M, et al.
Effectiveness of a lifestyle intervention in promoting the well-being of
independently living older people: results of the well elderly 2 Randomised
controlled trial. J Epidemiol Community Health. 2012;66(9):782–90.27. Erlandsson L-K. The redesigning daily occupations (ReDO) program: supporting
women with stress-related disorders to return to work - knowledge base,
structure, and content. Occup Ther Ment Health. 2013;29(1):85–101.
28. Weinberger J. Common factors aren’t so common: the common factors
dilemma. Clin Psychol Sci Pract. 1995;2:45–69.
29. Eklund M, Erlandsson L-K. Return to work outcomes of the redesigning daily
occupations (ReDO) program for women with stress-related disorders-a
comparative study. Women Health. 2011;51(7):676–92.
30. Erlandsson L-K, Eklund M. Describing patterns of daily occupations - a
methodological study comparing data from four different methods. Scand J
Occup Ther. 2001;8:31–9.
31. Erlandsson L-K, Eklund M. Women’s experiences of hassles and uplifts in
their everyday patterns of occupations. Occup Ther Int. 2003;10(2):95–114.
32. Erlandsson L-K, Eklund M. The relationships of hassles and uplifts to experience
of health in working women. Women Health. 2003;38(4):19–37.
33. Eklund M, Erlandsson LK. Quality of life and client satisfaction as outcomes
of the redesigning daily occupations (ReDO) programme for women with
stress-related disorders: a comparative study. Work. 2013;46(1):51–8.
34. Altman DG. Practical statistics for medical research. London: Chapman &
Hall; 1993.
35. Wampold BE. The Great Psychotherapy Debate: Models, Methods, and
Findings. Mahwah [NJ]: Lawrence Erlbaum Associates; 2001.
36. Cohen J. A power primer. Psychol Bull. 1992;112(1):155–9.
37. Luborsky L, Barber JP, Siqueland L, Johnson S, Najavits LM, Frank A, et al.
The revised helping alliance questionnaire (HAq-II): psychometric properties.
J Psychother Pract Res. 1996;5(3):260–71.
38. Johansson H, Eklund M. Helping alliance and ward atmosphere in
psychiatric in-patient care. Psychol Psychother. 2004;77(Pt 4):511–23.
39. Streiner DL, Norman GR. Health measurement scales: a practical guide to
their development and use. 4th ed. Oxford: Oxford University Press; 2008.
40. Larsen DL, Attkisson CC, Hargreaves WA, Nguyen TD. Assessment of client/
patient satisfaction: development of a general scale. Eval Program Plann.
1979;2(3):197–207.
41. Attkisson CC, Greenfield TK. The UCSF Client Satisfaction Scales: I. The Client
Satisfaction Questionnaire-8. In: Maruish ME, editor. The use of psychological
testing for treatment planning and outcome assessment. 3rd ed. Hillsdale
[NJ]: Lawrence Erlbaum Associates; 2004. p. 799–811.
42. Wastberg BA, Erlandsson LK, Eklund M. Client perceptions of a work
rehabilitation programme for women: the redesigning daily occupations
(ReDO) project. Scand J Occup Ther. 2013;20(2):118–26.
43. Townsend EA, Polatajko HJ. Enabling occupation II: advancing an
occupational therapy vision for health, well-being, and justice through
occupation. Ottawa: CAOT Publications; 2007.
44. Palmadottir G. Client-therapist relationships: experiences of occupational
therapy clients in rehabilitation. Br J Occup Ther. 2006;69(9):394–401.
45. Gunnarsson AB, Eklund M. The tree theme method as an intervention in
psychosocial occupational therapy: client acceptability and outcomes. Aust
Occup Ther J. 2009;56(3):67–176.
46. Arnow BA, Steidtmann D, Blasey C, Manber R, Constantino MJ, Klein DN,
et al. The relationship between the therapeutic alliance and treatment
outcome in two distinct psychotherapies for chronic depression. J Consult
Clin Psychol. 2013;81(4):627–38.
47. Cabaniss DL, Cherry S, Douglas CJ ARS. Psychodynamic psychotherapy: a
clinical manual. Oxford: Wiley; 2011.
48. Priebe S, Palumbo C, Ahmed S, Strappelli N, Gavrilovic JJ, Bremner S. How
psychiatrists should introduce themselves in the first consultation: an
experimental study. Br J Psychiatry. 2013;202:459–62.
49. Thompson L, McCabe R. The effect of clinician-patient alliance and
communication on treatment adherence in mental health care: a systematic
review. BMC Psychiatry. 2012;12:87.
50. Crits-Christoph P, Gibbons MB, Hamilton J, Ring-Kurtz S, Gallop R. The
dependability of alliance assessments: the alliance-outcome correlation is
larger than you might think. J Consult Clin Psychol. 2011;79(3):267–78.
